Retrograde jejunogastric intussusception is a well-recognized, rare, but potentially life threatening long-term complication of gastrojejunostomy. Diagnosis of this condition is difficult in most cases. We report on such a patient who presented with overt upper gastrointestinal bleeding. The complication developed thirty years after the primary surgery without history of acute upper abdominal pain in spite of a long segment of gangrenous jejunum inside the stomach. Resection and refashioning of the gastrojujenostomy was performed.
INTRODUCTION INTRODUCTION
Retrograde Jejunogastric Intussusception is an uncommon but potentially life threatening complication of gastrojejunostomy or partial gastrectomy. Around 200 cases have been reported in English literature till now (1) . This patient presented 30 years after the primary surgery and interestingly he had no epigastric pain in spite of a long segment of gangrenous jejunum inside the stomach. Diagnosis was confirmed by computed tomography.
CASE REPORT CASE REPORT
A 60 years old man presented with three days history bilious vomiting. On admission, he vomited one liter of dark blood. There is no history of upper abdominal pain. He has undergone vagotomy and gastrojejunostomy for peptic ulcer 30 years back and he was asymptomatic until his recent admission to the emergency department. Patient was dehydrated; with pulse rate 110/min and BP 100/60 mm of Hg. He has an upper midline scar. Epigastric region was distended and there was a vague feeling of epigastric mass. Laboratory investigation showed haemoglobin 10 gm%, White cell count 10,000 /cmm with 87% polymorph, Plain X-ray abdomen was within normal limit. After initial resuscitation, upper GIT endoscopy was performed which revealed a large clot obscuring the distal stomach. CT abdomen with oral contrast showed small bowel loops in the stomach ( fig. 1) . Emergency laparotomy was carried out immediately. Stomach was found hugely distended with an intraluminal bowel loops. The presence of posterior gastrojejunostomy was confirmed with intussusception of efferent jejunal loop into the stomach. A gastrostomy was done which revealed intussuscepted gangrenous efferent jejunal loop. Then intussusception was reduced, the gangrenous segment was resected with resection of the oedematous area of gastrojejunostomy. End to end jejunal anastomosis was performed and the big gastrostomy was partially closed (reduced). A new gastrojujenostomy was done in two layers. The patient had an uneventful postoperative course and was discharged on day eight.
DISCUSSION DISCUSSION
Retrograde jejunogastric intussusception was first described by Bozzi in apatient with gastroenterostomy (2). According to the type of intussuscepted loop, JGI is classified into three types: type I, antegrade or afferent loop intussusception; type II, retrograde or efferent loop intussusception; and type III, combined form (3). Efferent loop JGI is seen in 80% of the cases as in the present case. Two different forms of JGI have been described according to its clinical presentation (4). In the acute form, incarceration and strangulation of the intussuscepted loop causing acute severe epigastric pain, vomiting, and subsequently, hematemesis generally occur, however, spontaneous reduction is usual in the chronic type (1). A palpable abdominal mass can be observed in almost half of the cases (5). In most of the case reports, severe epigastric pain is an important early symptom of JGI (1, 6) however in this case report there is no history of epigastric pain in spite of a gangrenous jejunum and the reason is not well known.
The treatment for JGI is surgical intervention as soon as possible. Surgical options include reduction, resection (6, 7) and revision of the anastomosis, and fixation of the jejunum to adjacent tissue like mesocolon depending on the conditions found during the operation. In this case report, resection and revision of the anastomosis were done.
CONCLUSION CONCLUSION
Retrograde JGI is a very serious life-threatening complication of gastric surgery. There is a wide variation in the lapse time between the gastric surgery and occurrence of JGI, as seen in the present case. When a patient who has had history of gastric operation presents with epigastric pain, vomiting and haematemesis, the possibility of JGI should be considered along with more common diagnoses such as a recurrent stomach ulcer. Because this condition is life-threatening, awareness of this rare complication is essential to save live.
